Objective: A large body of research has now accumulated concerning quality of life (QoL) for patients with major depressive disorder, both in terms of describing levels of well-being and in terms of assessing the impact of treatment interventions. However, there is little information concerning QoL for patients with bipolar disorder (BD), and there is relatively little published evidence concerning the effectiveness of psychological interventions for BD. We aimed to assess the impact of a time-limited psychoeducation (PE) group therapy upon perceived QoL among patients with BD.
B ipolar disorder (BD) is estimated to affect between 0.3% and 1.5% of individuals worldwide (1) . Bipolar spectrum disorders have been less extensively studied but are likely to be more prevalent, affecting up to 8% of the population (2) . Patient outcome in BD has traditionally been determined by the assessment of objective clinical information such as relapse rates, hospitalization, or degree of symptom reduction. However, increasing numbers of studies are now concomitantly examining symptomatic response and patient-centred assessment of broader domains of functioning. One specific area of research has focused upon patients' perceptions of their quality of life (QoL) (3) . QoL is a broad concept, but essentially, it refers to an individual's well-being in a spectrum of such life domains as occupational, emotional, social, and physical functioning. Although a relatively large body of research has addressed the relation between QoL and unipolar major depressive disorder (MDD), there remains a paucity of data concerning QoL among patients with BD.
There have been 2 reviews of the literature on QoL in BD. The first reviewed all English-language articles that described some form of health-related QoL assessment in patients with BD, conducted prior to 1999 (4) . It identified a small number of rather heterogeneous, poorly designed studies employing various generic and depression-specific instruments to assess QoL. We undertook a second review of all English-language articles that addressed QoL in BD patients up to and including the year 2004 (unpublished, Michalak and others, 2004) . Although research in this field remains sparse, our review identified increasing numbers of QoL studies with good design (that is, having adequate sample sizes and appropriate measures). Further, pharmacologic trials in BD populations are increasingly using QoL measures to assess patient outcome (for example, 5-7). In general, extant research has indicated that QoL is markedly impaired in patients with BD, even when they are considered to be clinically euthymic (see 8, 9) .
Although pharmacology forms the bedrock of BD treatment (10, 11) , there is a clear need for other treatment modalities that augment the effects of medication in this complex psychiatric condition. Over the last decade, we have seen an upsurge of interest in the role of psychological interventions as adjuncts to the pharmacologic treatment of BD. Most of this research has concentrated on examining the efficacy of psychotherapy (in various guises). Several multimodal psychotherapeutic interventions have been developed for BD, such as family-focused treatment (FFT) (12, 13) , interpersonal and social rhythm therapy (14) , and cognitive-behavioural therapy (CBT) (15) . All these treatment interventions encompass patient psychoeducation (PE) (16) . More recent research has also begun to address the efficacy of PE as a stand-alone treatment for BD (17, 18) , and manual-based, standardized PE interventions have now been developed (19, 20) . Although there has been a surge of interest both in QoL research in BD and in the effects of PE interventions for the condition, relatively little research has examined these factors in conjunction. We are unaware of any studies that have specifically addressed the effects of PE interventions upon QoL. The primary objective of this study was to assess the impact of time-limited group PE upon perceived QoL in BD patients who were considered clinically euthymic. We formed no specific hypotheses concerning the domains of QoL that might be most affected by PE, because the intervention was designed to address several areas of well-being. Instead, we predicted that PE would have a significant positive impact upon overall QoL and aimed to use post hoc exploratory analyses to determine whether PE had a more pronounced impact on some domains than on others. We also predicted that patients who had experienced more episodes of depression would exhibit poorer QoL at baseline.
Method
This was a pragmatic, retrospective chart review of an 8-session, standardized group PE treatment program for patients with BD. Group PE was offered between 1996 and 2002 at the Mood Disorders Clinic, University of British Columbia Hospital, a tertiary teaching hospital located on a university campus in Vancouver, British Columbia. We obtained charts from hospital records for all patients who had participated in the clinical program and who had completed questionnaires at both baseline and 8 weeks.
Participants
Participants were 57 adults with a primary (clinical) diagnosis of BD I or II. They were required to be considered stabilized and either euthymic or mildly symptomatic. Most were referred to the group as outpatients by either their primary care physician or a community psychiatrist. All participants continued to be treated by their referring physician. Adjustments to medication were permitted during the course of the group PE. Patients were not eligible for the group if they were in an acute phase of their illness, were diagnosed with borderline or antisocial personality disorder, or had received a diagnosis of alcohol or other substance abuse in the previous 6 months. Because this study was based on data routinely collected as part of the clinical evaluation process, no informed consent was obtained.
Group PE
The group PE was delivered in eight 1.5-hour blocks, on a weekly basis, with group sizes varying between 6 and 20 participants. The sessions were led by a nurse, a social worker, and a psychiatrist and followed a structured format (see Table  1 ) similar in nature to other manual-based PE interventions for BD (19, 20) . The group PE objectives were as follows:
1. To help patients identify the signs and symptoms of depression and mania and to enhance knowledge about the course of illness and risk factors for relapse.
2. To raise awareness concerning the impact of BD on psychological, cognitive, physical, emotional, and social functioning.
3. To improve knowledge of the major pharmacologic treatment modalities for BD and their common side effects.
4. To provide guidelines for increased medication effectiveness and safety.
5. To heighten awareness of cognitive strategies for coping with BD.
6. To increase self-confidence, self-awareness, and social skills through interaction with other group members.
QoL Assessment
Perceived QoL was assessed via the Quality of Life Enjoyment and Satisfaction Questionnaire (Q-LES-Q) (21) at baseline (Week 1) and at the final group session (Week 8). The Q-LES-Q is a 93-item, self-report measure of the respondent's degree of enjoyment and satisfaction in various areas of daily living. It was developed and validated for outpatients suffering from depression and has 8 summary scales derived from 91 items that reflect the major domains of physical health, mood, leisure time activities, social relationships, general activities, work (if applicable), household duties (if applicable), and school or coursework (if applicable). It takes between 10 and 25 minutes to complete, depending on the number of applicable domains. The raw summary scales of the questionnaire are summed to produce a mean QoL score ranging from 0 to 100; higher scores indicate better QoL. The questionnaire also possesses single items that rate "overall life satisfaction and contentment" and "satisfaction with medications (if any are taken)." Reported internal consistency (Cronbach's alpha) for the Q-LES-Q domains ranges from 0.90 to 0.96; test-retest reliability ranges between 0.63 and 0.89 (21, 22) . Patients completed the questionnaire independently.
Statistics
Summary scores for the 8 Q-LES-Q domains were derived and transformed linearly to a scale ranging from 0 to 100. Using paired t tests, we compared pre-and postgroup mean Q-LES-Q scores (calculated for the questionnaire's 8 domains and 2 additional items). We used stepwise multiple regression to explore the effect of demographic and clinical characteristics on mean pre-and postgroup Q-LES-Q scores. Independent variables entered into the analysis included sex, age, diagnosis (BD I or II), most recent episode (depressed, manic, or mixed), number of previous manic episodes, and number of previous depressed episodes. All calculations were undertaken with SPSS version 10.1 (23) . Table 2 provides diagnostic and demographic information for the patient population (n = 57) that was obtained from the patient's psychiatrist on referral to the Mood Disorders Clinic and from reference to hospital records. Table 3 provides preand postgroup Q-LES-Q domain scores. Mean Q-LES-Q scores were significantly higher after the group PE, compared with pregroup scores (P = 0.02). Closer inspection of the questionnaire's separate domain scores reveals that significant changes occurred in 2 of the 8 domains, (specifically, physical health and general satisfaction) and in the 2 single items assessing "overall life satisfaction and contentment" and "satisfaction with medications."
Results

Q-LES-Q Scores
Multivariate Analysis
We conducted multiple regression analysis of the predictors of mean Q-LES-Q scores for 45 patients with complete data (10 cases were excluded from the analysis because they lacked demographic or historical information, and 2 cases were excluded because Q-LES-Q data were missing). This analysis determined that only one variable-having had a recent episode of depression-significantly predicted poorer pretreatment Q-LES-Q scores (R 
Discussion
In the present study, patients with BD who completed an 8-week group PE course had mean baseline Q-LES-Q scores of 56%. This score is somewhat higher than scores reported in previous studies using the Q-LES-Q with BD patients, which indicated moderate impairment in perceived QoL (that is, scores ranging from 30% to 50%). For example, a recent Turkish study using the Q-LES-Q in interepisode patients with BD (n = 100) reported mean scores of 37% (24) . Using multivariate analysis, the authors further reported that no historical variables (including age at first episode, number of previous depressive or manic episodes, duration of illness, number of hospitalizations, age at first hospitalization, or number of symptoms during first episode) predicted mean Q-LES-Q scores, although current depression did significantly predict lower scores. These data are in keeping with our own, which indicate an association between recent depression and poorer baseline QoL. In another study, Ritsner and colleagues examined Q-LES-Q scores in a sample of Israeli patients (n = 199) with severe mental illness, 17 of whom were diagnosed with BD (25, 26) . These authors informed us that mean Q-LES-Q scores for the manic, depressed, and mixed subgroups of BD patients were 40%, 25%, and 33%, respectively (M Ritsner and colleagues, personal communication, 2003). Previous studies using the Q-LES-Q in other patient populations have reported mean baseline scores of 55% in patients with chronic MDD (27) and 56% in patients with posttraumatic stress disorder (28).
Our study detected a 5-point change in mean Q-LES-Q scores following the group PE intervention. Few previous treatment studies using the Q-LES-Q as an outcome measure are readily comparable with the present study. The questionnaire has been used to assess outcome in the treatment of dysthymia with sertraline, imipramine, or placebo; after 12 weeks of treatment, an 8-point change was reported in the 2 active intervention arms and a 4-point change in the placebo arm (29) . In a study of the treatment of chronic depression (that is, double depression or chronic MDD) with either sertraline or imipramine, a 9-point change was seen after 4 weeks of treatment and a 14-point change after 12 weeks (30). In comparison with these outcome studies, a 5-point change in mean Q-LES-Q score may constitute a modest treatment effect; the clinical significance of this degree of change is unclear. There are, of course, inherent problems in comparing treatment effects across diverse patient populations and therapeutic interventions. Our sample consisted of euthymic or mildly symptomatic patients (that is, patients showing no marked depressive, hypomanic, or manic symptomatology according to clinical opinion) who may have been less likely to exhibit large change scores. Moreover, it is difficult to ascertain the treatment effects of an intervention such as group PE from a retrospective chart review with no control group, which does constitute a significant limitation of this study. It could, alternatively, have been group affiliation that improved QoL rather than a specific effect of PE per se.
It is also worth noting that the PE intervention did not uniformly improve all domains of QoL. Significant improvement was seen in mean Q-LES-Q scores, and there was a trend toward improved QoL in most of the questionnaire's domains. However, only 2 of the 8 domains (specifically, physical functioning and general satisfaction, which is a composite of all the questionnaire's domains) were significantly improved on an individual level. Thus group PE appeared to have a weak general effect on all aspects of QoL but a more pronounced specific effect on physical functioning. Two of the 8 PE sessions focused on treatment issues in BD, covering topics such as management of side effects, adherence, general health, activity schedules, and sleep hygiene. Education in these issues may have allowed group members to make relatively rapid changes in their lives to improve their physical functioning, whereas changes in work and social functioning may be slower to implement. That a gap may occur between symptomatic and functional recovery, with improvements in psychosocial functioning lagging behind physical improvements, has now been shown in several studies of populations with BD (31, 32) .
There are other methodological considerations specific to our study. First, we did not collect objective measures of depression severity for our patient population. It is possible that patients with more severe depression were less likely to complete the PE course, which may have inflated the treatment effect obtained. However, the fact that baseline Q-LES-Q scores (which contained measures of mood and functioning) did not differ significantly between completers and noncompleters does not support this notion. Second, we did not have any control over changes in the medications patients were receiving. It is possible that changes in dosage or type of medication could have had short-term effects upon QoL. These potential limitations are specific to the study design we used and are the product of performing a pragmatic retrospective study of a treatment intervention for BD, delivered in a naturalistic setting. However, there are several additional hurdles to overcome in QoL research generally, especially when it is conducted in populations with chronic mental disorders. Most measures of QoL rely on a subjective, not objective, assessment of well-being made when the ability of individuals to assess their own status can be affected by their mental illness (33) . Depression is inextricably linked to problems of assessment, attribution, and evaluation, all of which may influence self-report measures of functioning and well-being. For example, individuals suffering from depression are more likely to inflate the severity of their social impairment (34) . This has led some (35-37), but not all (38, 39) , to argue that the assessment of QoL should be based primarily on objective data. That the patients in our study were generally euthymic may have gone some way toward minimizing these potential confounding effects. Finally, an important step forward would be made in this field if a disease-specific measure of QoL for populations with BD were to be developed.
In conclusion, we found that an 8-week, standardized group PE intervention was associated with improved perceived QoL in a group of clinically euthymic BD patients. Although preliminary and limited by the lack of controlled design, the study results add to a growing body of evidence concerning the benefits of adding psychosocial interventions to our armory of treatments for BD. A more comprehensive approach toward the management of BD-one that complements established pharmacotherapy interventions with psychological interventions-may take us one step further toward reducing the impact of this disabling disorder on patients' functioning and life enjoyment. Résultats : Au départ, les scores moyens au Q-LES-Q étaient de 56 %, représentant une insuffisance modérée de QdV. La PE de groupe était associée à une augmentation de 5 points des scores au Q-LES-Q (où des scores plus élevés indiquent un meilleur fonctionnement). L'examen des sous-échelles du questionnaire a révélé que 2 domaines (soit le fonctionnement physique et la satisfaction générale) augmentaient significativement suite à la PE, tandis que les autres domaines indiquaient des tendances non significatives vers un fonctionnement amélioré. L'analyse multivariable indiquait qu'un seul facteur (avoir eu un épisode de dépression récent) prédisait significativement les scores au Q-LES-Q avant et après traitement.
Conclusion :
Les patients souffrant de TB continuent d'indiquer une QdV insuffisante, même lorsque cliniquement euthymiques. Bien que préliminaires, nos résultats montrent que le groupe de PE est associé à une meilleure QdV dans cette population, tant en ce qui concerne la satisfaction générale que les niveaux de fonctionnement physique. Le recours à la PE, utilisée conjointement avec la pharmacothérapie du TB, doit être étudié plus à fond, en mettant l'accent sur la caractérisation des effets de l'intervention thérapeutique sur la QdV perçue.
